Office 



TO 



Memorandum • united states government 

jUxWnerL- ^ *L. f*Y*r*'**‘* ^ 

^ 

US^«j. diq$ ^ ^ ^ A f-f** 




Alek_CIAYTON 
FROM ; £ 33 



! 17 «v*>c«>*£ 7 

f^Vt/ «v>- ^ y£r<e^i g$ 



C#*,£Z 

subject*. Kg- Medical Appointment 

19 August 

A medical examination has been scheduled for m Monday/ 
afternoon at «K 2:00 PM (lhOO hre.'l At th* nrem* of Dr. H 

whose address is: £_ —7 

Attached are <2; copies of the form 89. toe completed copy you 
take with you to the doctors office when w»» appear for the examination- 
the other completed copy you can give to £ Z^ 0 v111 bring it back 
to me. The second copy gets placed in your nle as a matter of record. 

Please follow instructions for filling out the form 89 very 
carefully. 

Do Hot Give Wrm£ 5 ON QuEsfioW 35. t-'ST 

Sor&CP^ kl.HK5EV.0R. fl'i-oieNTS " ^ Hrv,cs 0p 

7 ; uoctczs 



DECLASSJF I ED AND RELEASED BY 
CENTRAL INTELLIGENCE AGENCY 

bourcesmethodsexempt ion un 

NAZ I WAR CRIMES 01 SCLOSURE ACT 
SAT! 2 006 



f 

i 



Standard Form 89 
(Ilov. A up. IUMI) 

BO RE AU or TUB Dvpcbt REPORT OF MEDICAL HISTORY 

Cincuun A -21 TH |{ INFORMATION IS FOR OFFICIAL USE ONLY AND WILL NOT BE RELEASED 10 UNAUTHORIZED PERSONS 



1. LAST NAME— -FIRST NAME — MIOOLE NAME - . /- " 

CLAyto n. 


f l. GRADE AND COMPONENT OR POSITION 
/. 


3. IDENTIFlC^TJpN NO. 


HOME ADDRESS f .VumNf, Kreel or RFO. ill V or f«u'n, font and State) 

X _ 


S. PURPOSE OF EXAMINATION 

X 


C. DATE OF EXAMINATION 

/f/Lof /?££ 


7. SEX 0. RACE 9. TOTAL YRS. GOVT. SERVICE 

M C*u©«a*m 


10. DEPARTMENT. AGENCY, OR SERVICE 1 1. ORGANIZATION UNIT . 

X X 


12. OATE Of BIRTH II. PLACE OF BIRTH / 

Ihiep iftPV f 


14. NAME. RELATIONSHIP. AND ADDRESS OF NEXT OF KIN 

X 


15. EXAMINING FACILITY OR EXAMINER. AND AOORESS IE. OTHER INFORMATION 

X A 



17. STATEMENT OF EXAMINEES PRESENT HEALTH W OWN WORDS. ( FcUov fry 4<»erlpiion of poet kitlorg. If complaint tlkil) _ 

Ci £***-*■ L Ly G-00-0-, £eTG4/fie*r,*'u o* - e "r ZAG j ■ 






IB. FAMILY HISTORY ! 


10? 


32220 


JOOD RELATION (Ami, Broiler, Plrter, ofAcr) 

IU_QB_W1EE: 


RELATION 




[ IF OEAO. CAUSE OF DEATH j 


BaaB 


IQ 


EX 




RELATION (S) 


FATHER 


mi 


■hhmhh 




Kll 






HAD TUBERCULOSIS 




MOTHER 






■ 


■a 




■a 


HAD SYPHILIS 




SPOUSE 


ST 






d ■ 




Oi 


HAD DIABETES 




BROTHERS 

AND 

SISTERS 


<f .T 


' UsSrt.fv OlrV.v' 


i n 






US 


HAD CANCER 




C 2 > 




3H B 


■j 




MM 


HAD KIDNEY TROUBLE 






7 7 


CtStfUTy \ 


091 


m 


MM 










/>'*& fAJtC'tL-ry 


Rfl 


■a 


■ 




r/tTv^e 


SI 






LZJ 


■a 


m 




ehes ezshhh 


CHILDREN 


llaj 


|'"i ,| iP'MWBB 









■a 


KrTITsi mm 






09 








■ 


n 








L_J 


i 




i 




■a 


COMMITTED SUICIDE 






LJ 








1 




BEEN INSANE 





20. have TOU EVER mao OR have YOU HOW ( Fleet rtieck atUftof each Hem) 



YES 


0 


(CS)#cJc #«eh 


Q 


□ 


(Chock ooch itom) 


2 


□ 


(Chock ««ch rf#m) 


2 


B 


(CN#c* #*eh /ram) 


7" 




SCARLET FEVER. ERYSIPEULS 




a 


GOITER 




B 


TUMOR. GROWTH. CYST. CANCER 




El 


TRICK" OR LOCKED KNEE 




D 


DIPHTHERIA 




D 


TUBERCULOSIS 




□ 


RUPTURE 


■ 




FOOT TROUBLE 




B 


RHEUMATIC FEVER 




a 






B 


APPEN DICfTtS 


■ 


D 


NEURITIS 




D 


SWOLLEN OR PAINFUL JOINTS 




D 


ASTHMA 




□ 


PILES OR RECTAL DISEASE 




M 


PARALYSIS (/nr. infant Ot) 


V 




MUMPS 




B 


SHORTNESS OF BREATH 




B 


FREQUENT OR PAINFUL URINATION 




B 


EPILEPSY OR FITS 


& 


X 


WHOOPING COUGH 




□ 


PAIN OR PRESSURE IN CHEST 




B 


KIDNEY STONE OR BLOOD IN URINE 


Cl 


L 




1/ 




FREQUENT OR SEVERE HEADACHE 




B 


CKRONiC COUGH 




B 


SUGAR OR ALBUMIN IN URINE 




D 


FREQUENT TROUBLE SLEEPING 




V 


DIZ2JHESS OR FAINTING SPELLS 




T 


PALPITATION OR POUNDING HEART 




B 


BOILS 




0 


FREQUENT OR TERRIFYING NIGHTMARES 


7 




EYE TROUBLE 




j 




□ 


0 






B 


DEPRESSION OR EXCESSIVE WORRY 




X 


EAR. NOSE OR THROAT TROUBLE 






CRAMPS IN YOUR LEGS 


■ 


a 


RECENT GAIN OR LOSS OF WEIGHT 




« 


LOSS OF MEMORY OR AMNESIA 




□ 


RUNNING EARS 




□ 


FREQUENT INDIGESTION 


H 


B 


ARTHRITIS OR RHEUMATISM 




D 


BEDWETTING 




□ 


CHRONIC OR FREQUENT COLDS 




□ 


STOMACH. LIVER OR INTESTINAL TROUBLE 


■ 


B 


BONE. JOINT. OR OTHER DEFORMITY 




□ 


NERVOUS TROUBLE OF ANY SORT 




7 


SEVERE TOOTH OR GUM TROUBLE 




El 


CALL BLADOCA TROUBLE OR GALL STOHCS 




D 


LAMENESS 




a 


ANY DRUG OR NARCOTIC HABIT 


~ 




siNusms 




Ei 


JAUNDICE 




B 


LOSS OF AR M, LEG. FINGER. Oft TOE 




J 


EXCESSIVE ORIN KING HABIT 




w‘ 


HAY FEVER 




D 


ANY REACTION TO SERUM. DRUG OR 

mewcjne 


V 


a 


PAINFUL OR ’THOr SHOULDER OR ELBOW 




V 


HOMOSEXUAL TENDENCIES 


21. HAVE YOU EVER (C/>#c* each item) 


1 22. FEMALES ONLY: A. HAVE YOU EVER— B. COMPLETE THE FOLLOWING: 






WORN GLASSES 




D 


ATTEMPTED SUICIDE 


■ 


B 


BEEN PREGNANT 




AGE AT ONSET OF MENSTRUATION 




J 


WORN AN ARTIFICIAL EYE 




a 


BEEN A SLEEP WALKER 


s 


B 


MAO A VAGINAL DISCHARGE 




INTERVAL BETWEEN PERIOOS 




7 


WORN HEARING AIDS 




a 


uvro with anyone who mao 

TUBERCULOSIS 


□ 


□ 


ION TREATED FOR A FEMALE DISORDER 




DURATION OF PERIOOS 




71 






a 


COUGHED UP BLOOD 


■ 


B 


hao painful menstruation 




DATE OF LAST PERIOD 




V 






a 


BUD CXCESSIVfLY AFTER INJURY OR 
TOOTH EXTRACTION 


M 


n 


HAD IRREGULAR MENSTRUATION 


j QUANTITY: Qnobnm. |_jr«uirvt 1 \ujmti 


23. HOW MANY JOBS HAVE YOU HAO IN THE 
PAST THREE YEARS? ^ 


rnwaa— 

IBul 


25. WHAT IS YOUR USUAL OCCUPATION? 
£ 


ZS. ARE YOU (.Chock on#) 

D »jo<t maxccd un haicco 



14-62289-1 

















































































Vi 






r 



YES 


NO 


CHECK EACH ITEM YES OR NO. EV 




J 


V. HAVE YOU BEEN UNABLE TO HOLD A JOB BECAUSE OF. 
A. SENSITIVITY TO CHEMICALS. OUST. SUNUGHT. ETC 




V/ 


a. inability to perform certain motions 




v/ 


c inability to assume certain positions 






D. OTHER MEOICAL REASON S {tty*, give ruiont) 




1/ 


28. HAVE YOU EVER WORKED WITH RADIOACTIVE SU8- 
‘ STANCET 




J 


29. DID' YOU HAVE DIFFICULTY WITH SCHOOL STUDIES 
OR TEACH ERST Ofyee, iiv datai/a) 






30. HAVE YOU EVER BEEN REFUSED EMPLOYMENT BECAUSE 
OF YOUR HEALTH! (IF/ea, atafa reeton end give 
da Tails) 






31. HAVE YOU EVER BEEN DENIED LIFE INSURANCE! 
(JFxaa, atafa reaaon and give detail*) 




V 


32. HAVE YOU HAD. OR HAVE YOU BEEN ADVISED TO HAVE. 
ANY OPERATION ST (FF yea, daaoWba and glva 
A/a a! which occurred) 






33. HAVE YOU EVER BEEN A PATIENT {committed or 
voluntary) IN A MENTAL HOSPITAL OR SANATOR- 
tUM? (IF/aa, specify whan, where, why, and 
name of doctor f and complete addreaa of 
hospital or clinic) 


(/ 




14. NAVE YOU EVER HAD ANY ILLNESS OR INJURY OTHER 
THAN THOSE ALREADY NOTEOT {If ye*. apacify 
whan, where, and giva detail*) 


✓ 




35. HAVE YOU CONSULTED OR BEEN TREATED BY CUN ICS. 
PHYSICIANS. HEALERS. OR OTHER PRACTITIONERS 
WITHIN THE PAST 5 YEARS! (If yea. give com- 
plete addreaa of doctor , hoapital, clime, 
and dataJJa) 




</ 


«. HAVE YOU TREATED YOURSELF FOR ILLNESSES OTHER 
THAN MINOR COLDS! (/F yoa, which ilinaaaea) 






37. HAVE YOU EVER BEEN REJECTED FOR MILITARY 
SERVICE BECAUSE OF PHYSICAL. MENTAL OR OTHER 
REASONS! Of ye*. <«>« data and reaeon for 
rejection) 




/ 


38 HAVE YOU EVER BEEN DISCHARGED FROM MILITARY 
SERVICE BECAUSE OF PHYSICAL MENTAL OR OTHER 
REASONS! Of yes, give date, reaaon, and 
type of ditchmrga: whether honorable, 
other than honorable, for un£tna**or un- 
auit ability) 






39. HAVE YOU EVER RECEIVED, IS THERE PENDING, HAVE 
YOU APPUED FOR. OR DO YOU INTENO TO APPLY FOR 
PENSION OR COMPENSATION FOR EXISTING OiSABJL- 
, ITY! . Of yea, apacify w hat kind, granted by 
whom, and what amount, whan, why) 



1 BLANX SPACE ON BIGHT V 






tfry >?*,?» oJ* s x 



c£* 






jfar*<A'r/s.. 



I CERTIFY THAT I NAVE REVIEWED THE FOREGOING INFORMATION SOPPUEO BY WE AND THAT IT IS TRUE AND COMPLETE TO THE BEST OF MY KNOWLEDGE, 
t AUTHORIZE ANY OF THE DOCTORS. HOSPITALS. OR CUN ICS MENTIONED ABOVE TO FURNISH THE GOVERNMENT A COMPLETE TRANSCRIPT OF MY MEDICAL RECORO FOR PURPOSES 
OF PROCESSING MY APPUCATION FOR THIS EMPLOYMENT OR SERVICE. 



TYPED OR PRINTED NAME OF EXAMINEE. 



'"tUfTo^. At-fx 

<0. PHYSICIANS SUMMARY ANO ELABORATION OF ALL PERTINENT DATA (/*f#lti«in tholl ttmmtnl O# all pOtUlr* d«J»m 1* IttlJW 10 CAHlJf) 



Sf /buj 






. tTheo or MINTED name of physician OR EXAMIN-" 



DATE 



SIGNATURE 



NUMBER OF ATTACHED 
SHEETS 



Ifr-flJMR-l ☆ U.S.tOVERNNEKT MINTING OFFICE :tlS2-0-2l«- 



